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Laparoscopic Duodenojejunostomy for Superior Mesenteric
Artery Syndrome - Two Cases
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Superior mesenteric artery syndrome(SAMS) is a rare and controversial form of upper intestinal
obstruction in which the third part of the duodenum is compressed by the overlying superior mesenteric
artery. Two cases of SMAS are described. An 80-year-old man complained bilous vomitting for 2 weeks.
An 20-year-old woman with same symptom for 2 days. Upper gastrointestinal series/typotonic
duodenography and endoscopy, biopsy of gastric and duodenal mucosa and abdominal computed
tomography (CT) werc used to make the diagnosis for them., Upper gastrointestinal radiographies
suggested duodenal distension and a filling defect in the region of the superior mesenteric artery.
Endoscopy showed a laterat pulsatile compression in the region of the distal duodenum and SMAS was
diagnosed. Medical therapy was not helpful to both patients and laparoscopic duodenojejunostomics
were carried out successfully. Side to side duodenojejunostomy was performed with 60 mm endo GIA
stapler and entry site of stapler was closed with continuous suture. Laparoscopic duodenojejunostomy is
not only a technically feasible operation, also an minimal invasive and effective measure for the elderly
and infirm.
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Fig. 1. Abdominal CT(80/M) shows distension of the stomach and duodenum to proximal to third portion. Beak-like
narrowing is seen in aortomesenteric angle area.
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Fig. 2. Duodenofiberscopy(80/M) shows total duodenal
luminal obstruction without mucosal change at just
distal to ampullary portion.

Fig. 3. Postoperative upper gastrointestinal barium meal
study(80/M) shows improved passage of barium
over duodenal obstruction.
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Fig. 4. Abdominal CT (20/F) shows marked distension of the
stomach and duodenum.
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Fig. 5. Hypotonic duodenography(20/F) shows marked

distension of stomach and 1st and 2nd portion of

duodenum. 3rd portion of duodenum is abruptly
cut off due to vascular indentation of superior
mesenteric root.

I~

X
=

K

A7t Fu 3 B2 Mol A H 3 ghulz
Sor Bole dNad 3o od 4|3 v
o] #elli= 184213 von Rokitansky7} A& 7]435}
A, 1927d WiIkie?P 6dof o] SRS 4] o)A A7)

< Hasle] o] & Wilkie =33

2y
7k Rt A= e} 258 Ak $9l007] o
ol oI tecl] £ AR e ol3tol 1

ool M dztor $AHe] ot 4w T

o] Auprhe go)xtgo] 9| %ol ghutel ofs) Fol
AA Fis Aolth Lukes 5-& 024471 mte] 2}
g 2ol YN B ZRE B 79
8ol AuA gkort, 4459 oE Alge) AS
IER Aol7h e wudtm, o el § s et 7z
o} zpo)7} Aghe] elolatm F45 uf glet?

AT 43 999 294, Y2 Soz s
sk, A2 o)A g 2gol WS Awrd P
b we AAE el ook WAl B Uen &
89 A, 459 Aae B3 Bdel A
7H7} ok FabE uhs gy

A7) 52 9 WA AR

]_

M HZEzAHOo g

&
_%L
= -’F‘%“ TH, Y J—‘LZ gt 3"
Folout fRR £46¢ a2 e A7 e
Aoz HaE: gt

w47 wEe Y sk shde @AlA ¢
AFA oo £ F Bzt 3] ko] warhzy 9
o 538 1] Siate] QlojA FEe| 2 WS

$% F 5700 % Y 5o gL E

SHe 25 5

sl ARtk a2y HelA et £ E5 7
7% gate] o ezt Umn & oo} o] B3
09 ¢ BY $42 Adele o) v
Aotk 7€ 4 Aol 54 718 24 olel &-&
font ob2 A EE &) ohyy] Bl 5% A

N

N
H
A
£

AT AztEm, A5 B87) A4l
N iﬂ&M o) REE A%
g AtE 25
vka gztech Aol A3 EES o A
7 Egez Adsged, 0|24 & A Ay
o] tHA] Roux-en-Y %402 Agait] o7} B
nhe glok” gd) s EEo] ohd BbA 424 Ao
= A2t} o] FF E§E 3k Ho| Fg0] &o)
K 740]‘:}- 3 WA o= g ARoA BEE 3
Al -39 vte] & sjofshe dalo] oy i &
o & Al#sk= 7§ retrostomal hernia®) 9% S o
szt AlPstd o, FHA ZHle 4o)x)ge) 1
gkx]o] glo] Ha A7 AAzrute ol H7] o)A

]
ot
o
ol
)
rir
=
2]
rle

rE. rwr



— AR B 23 FE B3R E 26 Ba—

£ A2Y i‘r 2 —’T—% N7HE Agstn, F¥I =
19t

é H%o‘r Baae g 4 A
g glot gFa AFde] 92 AF{A flnE £
< e ]"—]R] o]9)dl] Strongo] F3E Edfo]z
< 3l 4ol X% ) o] B E 90% H =
Lﬂi on} A4 FEAQ] FEE A
274 el et

1 a4 Ao oopd e B9 SET &

% ol o}z Bad v} glo] o Huw
Ho, 23] nAPEe Fxt F2 Al sl
418 Aol A il 9 SETY PE 4 AR
5% 3o PHEE FH4HE 5 de B A
oA -5 Bgwel 7P it @ $E Pyelet
A7he .

k=R

FI1EH

1. Wilkie DPD. Chronic duodenal ileus. Am J med
Sci. 173: 643, 1927

2. Lukes PJ, Rolny P, Nilson AE. Diagnostic value
of hypotonic duodenography in superiot

mesenteric artery syndrome. Acta Chir. Scand.

144: 39, 1978

10.

. Ooi GC, Chan KL, Ko KF, Peh WC. Computed

tomography of the superior mesenteric artery

syndrome. Clin Imaging 21: 210, 1997

. Hines IR, Gore RM, Ballantyne GH. Superior

mesenteric artery syndrome. Diagnostic criteria
and therapeutic approaches. Am J Surg 148: 630,
1984

. Ahmed AR, Taylor 1. Superior mesenteric artery

syndrome. Postgrad Med J 73: 776, 1997

. Ylinen P, Kinmunen J, Hockerstedt K Superior

mesenteric artery syndrome. A follow-up study of
16 operated patients. J Clin Gastroenterol 11: 386,
1989

Gustafsson L, Falk A, Lukes PJ, Gamklou R.
Diagnosis and treatment of superior mesenteric
artery syndrome. Br J Surg 71: 499, 1984

Cohen LB, Field SP, Sachar DB The superior
mesenteric arfery syndrome, The disease that isn't,
or is it? J Clin Gastroenterol 7: 113, 1985

Raissi B, Taylor BM, Taves DH Recurrent
superiot mesenteric artery (Wilkie's) syndrome: a
case report. Can J Surg 39: 410, 1996

Strong EK. Mechanism of arteriomesenteric
duodenal obstruction and direct surgical attack
upon etiology. Ann Surg 148: 725, 1958



